Systems. It aims to compare and contrast the conceptual framework and practice of each and verify their concrete results regarding the guarantee of the right to health and access to required services. It identifies a direct relationship between the development model and the type of reform. The neoclassical-neoliberal model has succeeded in converting health into a field of privatized profits, but has failed to guarantee the right to health and access to services, which has discredited the governments. The reform of the progressive governments has succeeded in expanding access to services and ensuring the right to health, but faces difficulties and tensions related to the permanence of a powerful, private, industrial-insurance medical complex and persistence of the ideologies about medicalized 'good medicine'. Based on these findings, some strategies to strengthen unique and supportive public health systems are proposed.
of physicians and other health professionals, but it tends to be shared by the public and politicians.
Consequently, they both expect tangible and relatively quick results using skilled and technically competent care for patients under this model; this is a model which also leads to health being conceived of as a consumable good rather than an area of rights and citizenship (1) .
In any country, the health sector is among the most signifi cant business activities, accounting for between fi ve and 18% of the gross domesting product (GDP). Although a considerable part of the costs is in human resources, public health institutions additionally require large budgets to purchase pharmaceuticals, other supplies, equipment, and for maintenance. This exposes them to corrupt practices, infl uence peddling and diversion of resources.
This economic weight turns medical activities into an important area for income generation and capital accumulation. In the last decade, health insurance plans have increased their importance within the medicalindustrial complex, consolidating the fi nancial capital in this sector and the rest of the economy. Thus, important economic interests are present with political power and lobbying capacity in the industry.
Finally, unlike education that has a permanent presence in the life of population, health tends to be a temporary concern related particularly to the onset of a disease or life threatening condition.
This complexity creates contradictions, tensions and temptations in health policies with opposition to the progressive, legal policies of social democratic and neoliberal states.
Neoliberal health policy and health insurance
Latin America stands out as a testing ground for neoliberal health policy in two stages: the commodifi cation-subsidiarity, and the UHC. In 1993, the plan for neoliberal health action, "Investing in Health was launched on an international basis (2) ", but Chile had already applied its reform in 1981/1982; in Colombia the Law 100 was also approved with this orientation, in 1993. However, almost no Latin American country has been spared from this type of reform over the past two decades, with the invariable weakness of their public health systems.
The neoliberal reform basically challenges the idea of heath as a human and social right, and moves toward its commercialization. This policy is based on neoclassical economics with its premise that the market is the best distributor of resources, and that competition improves quality and abates costs ; a premise that has never been proven in health. It redefi nes, on the one hand, the responsibilities of the State, market and family/individual with regard to health and, on the other hand, it redefi nes the words 'private property' and 'public goods' (4) , which have created serious epistemological Laurell AEC.
confusion.
The new distribution of responsibilities places the private market in the center, whether these are for-profi t companies or families/individuals, while the state's role is subsidiary and only serves those proven to be poor, in targeted health program packages which are costeffective and restricted, and produce 'public goods' (5) .
In its new defi nition, 'private property' is that which is consumed by individuals; a category that includes individual health care. In this situation, the UHC model focuses on individuals. This means that the actions of public health or those aimed at the community belong to another category.
The 'public goods', which must be borne by the government, are defi ned as those which are characterized by 'non-inclusiveness' (cannot exclude anyone from consumption) and 'non-rivalry'
(consumption by someone prevents consumption from another . This separation is necessary to stimulate market forces and competition, to ideally channel fi nancial resources to the demand, the users, and eliminate the funding of the offer has been suggested, meaning the budget of the public institutional providers of services.
The second innovation is precisely the assurance of 'universal' quality which allows the State to guarantee the public market through insurance, managed by private or public agents, which amounts to a state subsidy to the private sector, as an administrator or service provider (10) . In Chile, the reform led to two parallel systems .
The Colombian reform has another institutional arrangement (14) . Simply put, the Solidarity and Guarantee Fund (FOSYGA) receives insurance quotations and allegedly a state subsidy for non-contributors. The reform process has weakened social security, the strongest part of the public health system, but its resistance to private sector attacks is remarkable. It is on the government's agenda to create a "Universal National Health System" (UNHS) through mechanisms of: insurance portability between public and private institutions, with a package of unique services; unique treatment protocols and funded services; and, health market development (18) . This approach does not seek to establish a single public health service with universal access, ensuring the right to health. If it materializes, the ones with the biggest loss would be the population with social security, which would have its health benefi ts signifi cantly reduced; the potential winners would be the private insurers, given the need to purchase insurance that covers illnesses and treatments not included in the basic package. However, the SNSU has not advanced so far because of the lack of fi scal resources and disagreements over fi nancial and institutional design.
Summarizing the main fl aws of the UHC, it is evident that it has not achieved universal insurance ; in Ecuador, access to services and medicines free of charge substantially increased (24) ; and, Uruguay's new policy has benefi ted the previously underserved rural population (25) .
These achievements are due, fi rst, to a change in the model of care into different forms of Renewed Primary Health Care and Family Medicine, with a special emphasis on education and health promotion without prejudice to preventive, curative and rehabilitative care.
On the other hand, they have undertaken a sustained effort to build the infrastructure and train the staff to ensure care, unlike the neoliberal systems which have left this issue to the market. Although it has also been a feature of the health policy based on the UHC, progressive governments have increased the health budget (26) .
The difference is that progressive governments have strengthened the public sector budget, while in the neoliberal governments the increase has been exploited by the private sector.
Another important element of health policy is popular and social participation, as it is legally established in Brazil or Venezuela, or as part of the political process such as in Bolivia and Ecuador. Participation has been essential in the design and implementation of the new policy, but like all social and political mobilization, it has had ups and downs.
The stresses of progressive health policy
This health policy has produced several effects on society and politics. On the one hand, the health gains of progressive governments have earned them the social recognition of the people. On the other hand, they have aroused higher expectations and demands which stress public institutions and give room for dissent and political struggle. Before analyzing these confl icts, it is necessary to take some considerations into account. have proceeded to strengthen state regulation and public institutions (27) . In Brazil, the near absence of a public system facilitated the task initially but left legal loopholes which were exploited by the private sector to expand and strengthen itself (28) . It therefore seems crucial to have a strategic plan to make decisions to solve problems without violating the ultimate goal of building a unique and supportive public health system. Another key issue is facing the insurance or private health plans that persist and even grow in the conceptually unique and public health systems (24, (31) (32) . This is necessary because they channel signifi cant amounts of public resources into private ones in various ways that weaken the public system (26) . A paradoxical obstacle is that employment benefi ts are usually negotiated by the large unions, meaning the natural class basis of the public, solidarity and egalitarian systems (32) .
Thus there is the governmental temptation to encourage private insurance, arguing that decompressed demand in the public system is equivalent to naturalizing inequality in access to required services, especially when the door opens to large corporations of international health. The most effective antidote is informed popular participation, which promotes political-ideological and cultural change. Another temptation is to adhere to the model of 'universal' assurance that, as discussed above, means that the private use of public resources for the sake of unproven ideological premise.
Conclusion
Health reforms in Latin America are taking place in two opposing ways: the UHC and the SUS. They are inserted into two different developmental models which are in the composition and role of the state in economic and social policy. Neoliberal governments have adopted the neoclassical economic thought, and consider health a fi eld of free market economy. The UHC, through health insurance, is the health policy that has strengthened the medical-industrial-insurer complex and increased profi ts, but at the expense of universal and equal access to health services and governmental legitimacy.
Progressive governments have increased access and guaranteed the right to health through their unique, public and supportive health systems, but they face several challenges related to growing demands of the population and the persistence of an aggressive private sector.
